Abstract : Molluscum Contagiosum is a common viral disease caused by Pox Virus (DNA Virus
Introduction
Molluscum Contagiosum is a common viral disease 1 caused by Pox Virus (DNA Virus). The virus forms part of the normal flora in the immunocompetent people. It presents as disease in immunocompromised adults. In HIV infected patients, Molluscum Contagiosum manifests itself most commonly when the immune function has been dramatically reduced.
Several studies document the Molluscum Contagiosum infection is a clinical sign of marked HIV progression and very low CD 4 count 2 . Between 10 and 30% of patients with symptomatic HIV disease or AIDS have Molluscum Contagiosum 3 . Lesions of the face and neck are more common in HIV infected patients 1 .
We report a case of Molluscum Contagiosum in a HIV patient which showed clinical response to local application of 10% potassium hydroxide (KOH) with no recurrence in the 11 month follow up period after suppression of the HIV viral load despite having persistent low CD 4 count on second line Highly Active Anti Retroviral Therapy (HAART).
II. Case Report
A 40 years old male patient who was detected to have HIV positive status in 2006 when he presented with cervical lymphadenopathy and was diagnosed to have tubercular lymphadenitis. Other opportunistic infection screen was unremarkable and his CD 4 count on presentation was 183cells/cumm. He was treated with ATT for 09 months and was started on HAART i.e Zidovudine 300mg twice daily, Lamivudine 150mg twice daily and Nevirapine 200mg twice daily with sulfamethoxazole + trimethoprim prophylaxis. Subsequently he was followed up six monthly with his CD 4 count showing gradual improvement to the peak value of 323 cells/ cumm in 2009 with adherence to HAART more than 95%.
However in April 2013 despite having more than 95% adherence to HAART the individual reported with multiple painless skin coloured lesions which varied in size from 3 to 6 mm with central umbilication from which cheesy material could be expressed on pressure over the left cheek, four lesions over the left upper eyelid, one lesion below the lateral canthus of left eye, one lesion in the right cheek and one lesion in the right forearm (Fig 1) and these lesions were gradually progressive since Oct 2012.
According to the clinical manifestation the following differential diagnosis were thought of: Lymphomatoid Papulosis, Molluscum Contagiosum, Cryptococcosis, Coccidiomycosis, Histoplasmosis, Penicillinosis, Basal cell carcinoma and Squamous cell carcinoma.
Histopathological examination of the skin lesion on the right forearm showed large cup shaped crater lined by hyperplastic stratified squamous epithelium having intranuclear basophilic inclusions with evidence of extrusion into the crater which was consistent with the features of Molluscum Contagiosum. His CD 4 count was carried out and was found to be 22 cells/ cumm in Apr 2013. Suspecting a case of immunological failure his viral load was carried out which was 1, 99,416 copies/ ml in Apr 2013. Other opportunistic infection screen was unremarkable and hence the patient was started on second line HAART i.e Tenofovir 300mg once daily, Lamivudine 150mg twice daily and tab Lopinavir/ Ritonavir (200/ 50 mg) two tablets daily along with sulfamethoxazole + trimethoprim once daily and Azithromycin 1000mg weekly as opportunistic infection prophylaxis. He was also started on 10% potassium hydroxide (KOH) local application on the Molluscum Contagiosum lesions which was applied twice daily on each lesion. The local therapy was continued until all lesions developed inflammation and superficial ulceration (Fig 2) , the patient achieved complete clinical cure within 06 weeks of starting topical 10%KOH.
In subsequent follow-up in Aug 2013 the lesions of Molluscum Contagiosum had completely healed without any scarring (Fig 3) , no new lesions were found and the individual was adherent to the prescribed second line HAART. His viral load was repeated in Aug 2013 and was found to be less than 25 copies/ ml and his CD 4 count was found to be 43 cells/ cumm. On subsequent six month follow-up the in March 2014 his viral load remained to be suppressed less than 25 copies/ ml with no recurrence of Molluscum Contagiousm lesions though his CD 4 count in March 2014 was 40 cells/ cumm. 
III. Discussion
Molluscum Contagiousm infection is a clinical sign of marked HIV progression and very low CD 4 counts 2 . In our case also it was found that on immunological and virological failure lesions of Molluscum Contagiousm developed.
Studies have shown that Molluscum Contagiousm can be treated with potassium hydroxide (KOH) with evidence of complete clinical cure after mean treatment period of 30 days 4 . In our case also response of the lesions to the local treatment of KOH has been seen in 06 weeks time.
Though the immunologic recovery in our case was not very marked on starting second line HAART as the CD 4 count had increased to 43 cells/ cumm and 40 cells/ cumm only from 22 cells/cumm in three months and eleven months respectively but the persistence of HIV viral suppression of less than 25 copies/ ml even after eleven months of second line HAART have led to prevention of recurrence of Molluscum Contagiousm lesions. Results from the SMART study 5 suggest that the latest CD 4 count can only predict opportunistic disease in patients who are not receiving therapy. However CD 4 cell count are of limited use as a long term marker for clinical events as long as complete virological suppression is sustained 6 , which has been seen in our case also wherein sustained virological suppression despite persistent low CD 4 count have decreased the chances of new recurrences of Molluscum Contagiousm lesions.
